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Abstract
Human resources in health care system in sub-Saharan Africa are generally picturing a lack of adequacy between
expected skills from the professionals and health care needs expressed by the populations. It is, however, possible
to analyse these various lacks of adequacy related to human resource management and their determinants to
enhance the effectiveness of the health care system. From two projects focused on nurse professionals within the
health care system in Central Africa, we present an analytic grid for adequacy levels looking into the following
aspects:
- adequacy between skills-based profiles for health system professionals, quality of care and service delivery
(health care system /medical standards), needs and expectations from the populations,
- adequacy between allocation of health system professionals, quality of care and services delivered (health care
system /medical standards), needs and expectations from the populations,
- adequacy between human resource management within health care system and medical standards,
- adequacy between human resource management within education/teaching/training and needs from health care
system and education sectors,
- adequacy between basic and on-going education and realities of tasks expected and implemented by different
categories of professionals within the health care system body,
- adequacy between intentions for initial and on-going trainings and teaching programs in health sciences for
trainers (teachers/supervisors/health care system professionals/ directors (teaching managers) of schools...).
This tool is necessary for decision-makers as well as for health care system professionals who share common
objectives for changes at each level of intervention within the health system. Setting this adequacy implies
interdisciplinary and participative approaches for concerned actors in order to provide an overall vision of a more
broaden system than health district, small island with self-rationality, and in which they operate.
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Introduction
The organization of health systems in sub-Saharan Africa
is, more than elsewhere, born in close connection with the
establishment of political and territorial structures, ini-
tially within the colonial framework, then within the
building of independent States [1,2]. Since 1980s, the eco-
nomic and financial crisis of several States is marked by
their disinvestments in the development and planning of
programs associated with the promotion decentralization
models [3]. Inspired by WHO taken over by the World
Bank in 1990s, the systems of care are organized at the
base, within and around Health districts liased with "min-
imum and complementary packages for care" to provide
better answers to populations' requests [4]. Within this
framework, many questions persist concerning improve-
ment of medical systems, focused mainly if not exclu-
sively, on financial and organizational techniques. In view
of these persistent inefficiencies, priorities for medical
actions in sub-Saharan Africa usually reinforce mechanis-
tic approaches where an overall vision of the whole situa-
tion is eluded in favour of an approach covering
separately different operational sectors in the fields of
planning, training, implementation and evaluation.
The management of human resources in health more
often participates to the sustainability of an "inhospitable
medicine" in Africa [5]. It is however a recent stake in the
rich as well as in the poor countries [6]. Within health sys-
tems, it represents health care implementation. It ques-
tions practices, their findings and efficiencies in the heart
of interactions between various actors concerned: profes-
sionals and populations. Since 1990s, it remains an object
of increasing concern of works and thoughts on improve-
ment of the effectiveness of health care structures [7]. The
case studies are becoming more sensitive on human
resources and their management in the health systems,
especially in Africa [8,9] where, more than elsewhere, the
quality of care seems to be lacking, in the actions as well
as in the perceptions from the populations who have
poorly recourse to it [10,11].
In sub-Saharan Africa, actors and observers agree in recog-
nizing the discordances and inefficiency of health care
practices while intensifying many national programs for
building human resources' capacity. These projects, how-
ever, rarely adopt a global approach to needs and roles for
health care professionals relocated in all sectors of inter-
ventions such as medical, educational or planning. In this
article, we underline the need to consider health care pro-
fessionals in their interactions with all the actors in the
health environment in one area at a given time. These
stakes are translated early in the 21st Century by a redefi-
nition of the organization of health districts around their
human resources. This public health objective is at the
core basis of projects and action plans aiming particularly
at a better adequacy between on the one hand the offer of
on-going training (specific and on-the-job training) or ini-
tial (initial training curriculum), and, on the other hand,
expectations from health care professionals as well as the
needs for the populations.
The approach on organization of health care systems in
Africa by its human resources management supposes the
assertion of new frameworks of analysis and extended
action to political, sociological, educational and motiva-
tional dimensions. Discussion on human resources man-
agement appears then in all the complexity of its multi-
factorial dimensions using not only the health objects for
which these resources exist, but also areas of training,
planning and sociological determinants related to actors'
behaviours. If approaches in more systemic terms of
health districts and their actors have already been initiated
[12], the consideration of links between these various
dimensions still remains insufficient.
The article defines in an original way these multi-factorial
and multi-level links corresponding to levels of adequa-
cies or organizational inadequacies, determinants from
the coherence and effectiveness of health care systems in
sub-Saharan Africa. It recommends a new framework of
analysis and understanding of these forms of (in)ade-
quacy on human resources' management in relation to
expected competences from professionals and the needs
for the populations. Planning this conceptual framework
based on field works in Democratic Republic of Congo
(DRC) and in Rwanda plays a role in improving medical
systems, in general, and structuring primary health care in
particular.
Methods
Development of the conceptual framework
Thinking on human resources in the health sector in sub-
Saharan Africa leads to develop adapted tools. The first
step consists in context-oriented human resources and
their management within the entire health system and its
actors, internally as well as externally. As recent works
remind it, for the comprehension of the social world, to
extract any element from its context is eminently danger-
ous. In fact we face a health system in which it becomes
essential to replace all interrogations about the place and
role of the professionals [11]. The human resource man-
agement should be relocated within the entire aspects of
the organizational modalities and improvement of medi-
cal systems (States' policies to staffs and populations of
therapeutic practices and their initial trainings) to provide
answers to recurring interrogations which raise concern
and difficulties to obtain quantitative and qualitative ade-
quacies for health care professionals with the needs of
objective and perceived care for the populations. This
questioning is not added to many explanations on dys-Health Research Policy and Systems 2005, 3:8 http://www.health-policy-systems.com/content/3/1/8
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functions of the African medical systems but opens way to
the formulation of objectives for changes aiming at a bet-
ter effectiveness in the health care system.
The search for a greater effectiveness regarding nursing
practices and their recourse opens to the second step. This
one is the opposite to break with actions burst in sectors
of technical performances and scattered in distinct skills.
In the approach to improve medical systems, there is not
question any more to dissociate spatio-temporal dimen-
sions in liaison with sectors of operation separating, for
example, the local and immediate levels of operative func-
tions for health care structures, on the one hand, and lev-
els including organization and decision of the health care
systems, on the other hand. These approaches by sectorial
activities produce changes, which can only intervene
within the medical system, without modifying its struc-
ture and its functioning, nor the links and their effects
between its elements.
These two steps are found within a systemic approach of
human resources in the health care sector. The systemic
vision, supported by a research-action inter-sectorial
approach, puts in perspective human resources in its inter-
actions with all components of the medical systems. It
opens a way towards a representation of changes, which
suppose the overall progress of the system, to which they
apply. The aim is the development of a new model of
knowledge from the two human resources capacity build-
ing projects in central Africa concerning the field of
health:
The first project, initiated three years ago in the Demo-
cratic Republic of Congo (DRC), recommends to support
initial teaching in health sciences in the secondary level of
education at the national level. In a first stage, the project
develops coherence, relevance and understanding for a
significant number of actors and stakeholders of strategic
orientations, founders of the reform of the nurse sciences
program required by the Department of Health Sciences
Education within the Ministry of Health. In 2005, this
reform is on the way. The whole process enables auton-
omy of teachers, as well as of learners, managers, depart-
ment staff and supervisors.... It is by a methodological
work calling upon concepts such as active pedagogies,
skilled-based approach [13,14], organizational learning,
thinking and self-assessment, built by partnership and
interrelationships between all the actors together, giving
greater importance to improving health care quality and
their perceptions within the framework of Structures for
primary health care.
The second project in progress is a national support to
schools of nurse sciences in Rwanda. The steps and meth-
ods are similar to those launched in DRC. The interest car-
ried to human resources passes by a second reading of the
training package related to health sciences (professional,
higher and academic levels). The search for a better ade-
quacy between trainings and health professional expecta-
tions as well as those of the public regarding care,
underlines the necessity to train nurses in technical sec-
ondary level on the skill-based approach. The project is
also involved in an in-depth work with the various local
and national actors: teachers, internship supervisors,
directors of educational establishments, learners, and
Ministries. It articulates, indeed, several organizational
and institutional levels: local learning environments com-
plying with medical standards, human resource require-
ments planning and training schemes.
When projects for general thinking are located and spe-
cific to a category of professionals (nurses), actors and
fields are relocated in the entire medical environment
including the populations, social and political supervi-
sors. The stake is not just the detailed observation of actors
and their relations with the health care systems, but to go
in fine beyond traditional explanatory models of health
care (dis)functioning in Africa focused on districts. The
different sites contribute by developing an analysis frame-
work on more complex realities than simple setting in lin-
ear equation between, on the one hand, the medical
standards planned by national institutions, and, on the
other hand, the assessment of local requirements in
human resources without integration neither for their
training modalities nor for the expectations expressed by
the populations.
A grid of analysis is suggested where human resource
management, including for nurses of primary health care
structures, falls under the overall medical system and the
diversity of its political actors, health care professionals or
not. These components are considered within their
dynamic interactions, as much undergone as built. It
makes it possible to avoid separating artificially human
resource management, perspectives for planning, training
education, and evaluation. Persistent dichotomies
between spheres of health and education are checked
through penalizing field-based discordances between pro-
fessionals' skill profiles and their needs while meeting
populations-expressed expectations. The perspectives for
efficient changes of a health system assumes improving
different adequacy levels which are to avoid reduced
searching " for oasis of rationality" [12], limited to dimen-
sions of each health district, and to the implementation of
sectorial projects launched together in space and time.
Results
Presentation of the conceptual framework
The diagram constitutes a grid of analysis of levels of
(in)adequacies in human resources management inHealth Research Policy and Systems 2005, 3:8 http://www.health-policy-systems.com/content/3/1/8
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health system with different components and organiza-
tion methods for health care systems taking part in its
(dis)functioning. The structure obtained is prompted by
the articulation between levels and system organization
sectors: States producing heath care system standards,
with planning programs and health care system manage-
ment and its professionals, and local actors and their
training for care practice.
The elements are illustrated by the six "boxes" which
define the major levels of adequacy between the manage-
ment of the health care professionals and ways of
improvements, in terms of quality of care and health sys-
tem effectiveness. The arrows show links, i.e. the interde-
pendences between these forms and levels of adequacy.
The structure is provided by the overall composition of
the diagram.
Elements, links and structure account for a "construction
of health":
- Field of action of national policies inspired from interna-
tional standards;
- Societies' stake and their Community participation;
- Object of local implementation of care.
These various levels of organization of health care system
appear through three "sectors" shown in the diagram:
from macro level developing qualitative and quantitative
health care standards (the "Health sector" of the national
and international policies concerned), to the meso, spaces
and actors of the medical training registered in projects of
companies like the "sectors of planning and of the human
stock management" and, to the microphone of the daily
practices of health whose forms of application depend
directly on the "sector basic training" of the professionals.
These sectors show the importance of levels for observa-
tion, stakes and human resources analysis, as thoughts of
social sciences in the field are concerned of articulation
modalities between macro and microanalyses levels of
standards and health care practices [15,16]. The articula-
tion between forms fixing-up micro and macro levels is
made to better apprehend political and social stakes of the
health system. This critical reading tackles modalities for
training and allocation for human resources within the
health system and the forms of distribution of care needs.
This diagram is not a simple picture structuring health sys-
tems. It allows also dialectical approach between the anal-
ysis of (in)adequacy levels of the human resource
management in health system and of the inequalities in
the heart of these inadequacies, that is to say, their differ-
entiated distribution in the populations and spaces.
Lastly, the reading of the diagram can and should be done
with flexibility, without giving an advantage to a particu-
lar input except actors, observers, and readers' experi-
ences. This detailed presentation of adequacy levels does
not answer to a specific order. On the other hand, for each
one, this article underlines initially specificities before dis-
cussing them and opening on its links with other consti-
tutive levels of adequacy of the overall structure. This
somewhat formal rigidity is meeting concern to facilitate
the legibility and understanding of selected adequacies
but not to reify adequacy forms and their categories of
actors in the heart of the adjustments' management
between offer and needs in terms of human resources for
the health systems. This management in sectors of train-
ing, planning or yet of accessibility accounts for the neces-
sarily evolutionary structure of health systems as well as
included elements and links.
Adequacy levels for human resource management in 
health
Adequacy between the skills-based profiles of health professionals, 
quality for health care offers, services (health system standards), 
needs and expectations expressed by the populations
Within the development of health system schemes at the
international level [17,18] the States and their Ministry for
Health define their own health system standards accord-
ing to local contexts (economical situation and structural
Grid of analysis for adequacy levels improving Human  Resource Management in the field of Health Figure 1
Grid of analysis for adequacy levels improving Human 
Resource Management in the field of Health.Health Research Policy and Systems 2005, 3:8 http://www.health-policy-systems.com/content/3/1/8
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records). These standards establish, in particular, relevant
conditions of assigning activities between health care cen-
tres and the population, within the decentralized frame-
work of health districts, and first referral hospitals located
within or near the district. Without targeting a strict corre-
spondence between population expectations and its
needs, the qualitative adequacy between these two reali-
ties, established by health professionals and local epide-
miological priorities, is essential to ensure an effective
reference to health care structures. It necessitates accessi-
bility being facilitated according to perception and accept-
ance by actors of the qualitative normative frameworks.
The standards should highlight measurements and needs
expected from the population and health system profes-
sionals inclusively. Experts should be confronted with
problems of priority health defined at the national level
for populations in a given territory and time. These prior-
ities can be defined according to practical orientations, in
technical acts and expected activities of health profession-
als. Acts and resources can be specified according to cate-
gories of professionals, by developing skills-based
profiles. The management and training for human
resources are considered in the overall organization of the
health system. It thus appears essential to check from
experts and even from the population for the adjustment
of health standards and skills-based profiles towards the
reality of situations experienced and perceived by actors,
in particular the public and primary health care profes-
sionals.
To question the adequacy of standards within the health
environment with the reality of health problems encoun-
tered and perceived by the population, requires to meet
actors during thorough qualitative surveys while making
it possible to better determine their needs and the expres-
sion of their expectancies in order to integrate them in the
development process of health standards. In Africa, these
standards are still more often built without taking into
account elements such as mental health or the role of
tradi-therapeutics. The evolutions of the health standards
should be adapted to problems experienced and felt by
the populations (or defined through the health system as
the new vertical programs). The qualitative adequacy of
standards to the needs of societies is not, in fact, a static
question but engages a progressive and continuous
research/action. If health standards are a qualitative
framework of reference, their definition and perform-
ances, open towards adequacy levels in more quantitative
terms and whose implementation depends on available
resources and appropriate needs.
Adequacy between the distribution of health system professionals, 
quality for health care offers, services (health system standards), 
needs and expectations expressed by the populations
Health standards quantitatively define modalities for
human resources allocation within health districts in
accordance with minimum packages and complementary
activities. If situations are generally optimised by national
health authorities, they will be conditioned by country
capacities not only for human resources, but also for their
management.
It is necessary to question not only the qualitative ade-
quacy of health standards towards the needs expressed by
populations, but also their quantitative adequacy accord-
ing to available human resources in the sector. If stand-
ards are not adjusted to this reality, then it would be
preferable to refer to more specific health references rather
separate from real conditions of health care practice.
To favour these adequacies, complementary mechanisms
should be considered like the development of profession-
als' skills-based profiles of the management. These mech-
anisms can in return validate or revise health standards.
Human resource management adequacy in health system versus 
health standards
Concretely, the question of the adequacy of qualitative
and quantitative health standards with human resource
management operates the passage of their definition
according to an ideal situation with that of their definition
as reflection of the national, provincial, regional, health
district capacity according to the considered degree of
decentralization.
This approach, first testing of field-based realities, requires
a detailed inventory of human resources in health system.
This thorough knowledge should be a priority in central
Africa. Failing this it is difficult to set planning for human
resource management. In certain situations, the setting-up
of a Medical Association and Nurses Council will improve
this knowledge and with it the adequacy required, since
one of the first work of these organizations is its man-
power census.
It is only from these records that progress can be made in
terms of objectives, operations and health structures per-
formances, in particular in terms of articulations between
educational and health fields regarding the staff manage-
ment (diplomas, ethical issues).
Adequacy between human resource management in the field of 
education/teaching/training and the needs expressed by health and 
education sectors
The planning of health sectors often considers exclusively
its work in terms of management concerning its ownHealth Research Policy and Systems 2005, 3:8 http://www.health-policy-systems.com/content/3/1/8
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human resources without any perspectives of coordina-
tion regarding human resource management in health
and education system. This coordination however appears
necessary insofar as the health and education sectors pro-
vide their contribution to the improvement of health care
and services quality.
The adequacy between staff managements concerned with
health and education remains essential indeed. It relates
to learning modalities to reach the qualitative objectives
for training and health care recommended by health
standards. Thus a learning/teaching ratio in liaison with
the teaching mechanism of the initial education should
be referred to the existing resources in the field of educa-
tion in order to adapt teaching structures to the real possi-
bilities of the country and to consider the close links
between trainings and health care quality regarding the
staff management.
Initial and on-going trainings adequacy versus realities of the 
expected tasks and implemented by different categories of health 
system professionals within the health system organization
For a category of health professionals, the adequacy raises
the issue of similarity of technical and professional educa-
tion of the associated or technical level of education. This
priority by category of actions is justified by the strong
implication of these nursing personnel within the primary
health care where they are in charge in certain contexts of
more than 85% of the health care offer and services. Vis-
à-vis to their important role in care practices, methodol-
ogy in educational engineering defines a rather high and
full profile of skills, that is to say, at the same time general
practitioning and technical. The training adequacy to the
implemented tasks for a category of health professionals,
underlines the importance of health district as a body
belonging to a coherent organization, as a first level of
achievement within the field-based Human Resource
Management, their inter-articulations, in particular
according to categories of training and/or vocational iden-
tities which constitute the diversity of a health system.
The relocation of these adequacies by and between profes-
sional categories in the global vision of changes for the
improvement of care and the effectiveness of health sys-
tems prevents professional conflicts of identities while
supporting the inter-sectorial approaches. The on-the-job
training should be finally adjusted with the realities on
the field. The difficulty is then the planning of trainings,
which has to be coherent between different professionals,
and be integrated in the action plans of the health dis-
tricts. The on-going training is part of vertical manage-
ment programs with basic skills required by different
health system professionals. The difference between the
needs for care and professionals' skills are probably due to
the belief by the teachers of a spontaneous transfer of
knowledge in situations.
Adequacy of initial and on-going trainings' intentions versus teaching 
programs in health sciences for the trainers (teachers/supervisors/
health professionals/Heads of establishments...)
In practice, one notes a lack of on-going training for teach-
ers in many vertical programs. An aggravation of the
dichotomy, established from the beginning by the inade-
quacy of teaching programs in health sciences, is proven
by on-the-job trainings. It can be a question as well of
updating vertical programs as actualising them on the
concepts of primary health care and organization of
health system.
Improving programs assumes reinforcing links between
training objectives for future health-system professionals
and teaching mechanisms in classroom as well as in the
field of operation. Assessments and training plans for var-
ious levels of trainers are preconditions to any modifica-
tion of program.
Beyond individual investments in training future health-
system professionals, the systemic approach of actors
opens a way towards an overall perspective of places and
levels for trainings: from the hospital to the community,
through health centres and the numerous administrative
bodies. The sustainability of a teaching innovation neces-
sitates some knowledge of adequacies by the team of
trainers who ensure the follow-up and extension for
changes adapted to the contexts of their achievement.
Discussion
An overall vision remains essential for a qualitative
improvement of the health care and services' system. A
participative and representative process of the diversity
sectors at various levels of organization plays a role in bet-
ter adequacies considered not only in their specificity but
also in comparing the ones to the others between and
within micro, meso and macro levels [19]. Among those
actors at three organizational levels (Health – Education/
Planning – Human Resource Management), the question
is the supporting of a common vision for change. This
common horizon should come with change and even pre-
cede it. It is necessary that decision-makers and health
experts from various adequacies share a same objective for
change beyond specific modalities of its establishment
depending on categories of actors and their level of inter-
vention within the health system. For the decision-mak-
ers, it is a question of validating health standards for
planning and programs in the contexts and conditions of
their implementation. For the experts, it is a question of
implementing more these planning and programs stand-
ards as effectively as possible. These are carried out and
observed during trainings, practices and recourse to healthHealth Research Policy and Systems 2005, 3:8 http://www.health-policy-systems.com/content/3/1/8
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care. The experts take part in the development of health-
system standards while the decision-makers integrate
practical field-based knowledge in the modalities for
change.
Beyond field-based surveys included in its construction,
the model is carrying a vision for change of the health sys-
tem in all its dimensions and likely to be adopted by all
the actors who share the standards and participate to its
dynamic. Admittedly, in the programs presented, the
attention focuses on actors at the peripheral level, nurses
and health-system professionals, who are in daily contact
with the health care demand and offer. However, these
actors are also apprehended by their registration, their
articulations with the selections, and inclusive standards
of the health care system.
It is less a question of identifying a presumably adequate
level of improvement relating to health systems similar to
what seems to be limited to health district, than to release
an overall and contextualized perspective of requirements
and stakes regarding this improvement. By not taking into
account the human resource management from its econo-
mist or technicist dimensions, the approach by its ade-
quacy levels within the health systems does not take for an
operational level, or even of privileged observation. The
adequacies are included within the interactions between
the different spatio-temporal levels of health-system
organization in sub-Saharan Africa.
These spacio-temporal articulations, especially between
daily and localized health practices and higher levels of
development of health-system standards as educational
for the organization of health care systems and their per-
sonnel, were already explored in Africa in particular by
health-system anthropologists and sociologists [16].
Along with these works and the operational dimension
given to the research, the identification and improvement
of adequacy levels and modalities for human resource
management adopt a framework of analysis dimension or
level of operation. Being of multi inter-sectorial levels,
this flexible model is distinguished from approaches
focused on "robustness" of health districts to propose
dynamic research/actions. It is no more a question of pro-
ceeding by fragmentation, neither by (de)limiting fields
of operation and thinking field level in health districts,
nor by artificial distinction of fields for human resource
management (educational, technical, economic, sociolog-
ical, political dimensions...).
The framework of analysis is not a conceptual abstract
tool or "self-sufficient" recommending to improve health
care structures. The health district remains an essential
framework because it is a localized territory and a tool of
implementation for the health system. It is in the heart of
relations between actors, their aspirations and health
organization, especially training for staff. The stakes for a
greater effectiveness of health systems in Africa are located
inside these interrelationships and their adjustments. The
setting of adequacy is not conformed to modalities of
implementation based on transfer of models and health
standards developed international and national levels.
For the development of health systems, the adequacy
requires the advisory and participative approaches of all
related actors at various space and time scales. The levels
of decision, operation, development or evaluation are nei-
ther opposite nor juxtaposed between them. The level of
health districts is, however, reinforced but not rigidified or
isolated. It is approached not like a health system asset in
sub-Saharan Africa but as a production space for health
practices in permanent construction.
Conclusion
Health like education is frequently presented as "every-
body's business" in the 21st century societies. However,
these two fields are often treated separately. The sub-Saha-
ran African societies are representative of this dichotomy
while, more than elsewhere, the poverty of the greatest
population results in a poor adequacy and effectiveness
between supply of care and its demand expressed by the
populations. Improving primary heath care by the
improvement of human resource management focuses,
less on questions of means, decreased since the 1980 dec-
ade within the framework of the States of sub-Saharan
Africa, than on links between their modalities of manage-
ment, training and planning [20]. For years it was thought
that human resources were only one aspect of dysfunc-
tions of health districts, it is now evident that their modes
of organization, in their technical, economical, educa-
tional, political, and sociological dimensions are the
levers of real changes [21]. The merit for the framework of
analysis proposed is to make available to various actors an
overall perspective of the system to facilitate the emer-
gence of a common vision for a more effective, socially
and politically more coherent model. It recalls that behav-
iours of the actors, at the origin of the majority of health
system dysfunctions are determined by factors amongst
others educational, which are not only environmental or
institutional. To act on human resources is therefore, to
act on health system as a whole and thus to consider a real
and sustainable impact.
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